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INTRODUCTION 


Administrators, clinicians and others working in the 
health services all encounter difficulty in finding and using 
information relevant to the health and community problems 
confronting them. Such information as they can find, or can 
extract from publications and routinely collected statistics, 
has still to be assessed as to its suitability and reliability. 
Sometimes there are long delays before existing data are 
processed and printed so that meanwhile valuable informa- 
tion is not available for use. 


Despite these difficulties, information can be found and 
used. Information can be compared to a bad road full of 
holes and bumps so that it is impossible to drive on it. The 
holes and bumps represent the missing and the incorrect 
or misleading information that prevents administrators, 
clinicians and other health workers from recognising and 
acting confidently upon community problems. However, 
even a very bad road is passable (usable) to the careful 
drivers. Often administrators and other health service workers 
already have valuable information which they fail to apply 
(use) or apply ineptly (wrongly ). 


Primary Health Care teams, clinicians and health admin- 
istrators all need to make greater use at the first referral 
level of the information they already have; they also need 
more and better information and they must be able to find 
it quickly when it is needed. More training in ‘how to use’ 
and ‘how to find’ is urgent at all health service levels. 


10 


This booklet, the third in the series ‘How to Know my 
Community Better’ suggests a few ways of finding, assessing 
and using already available information. The application of 
these methods is illustrated by the discussions at a Survey 
Workshop where several doctors and health workers explain 
the difficulties they encountered in finding and using avail- 
able information which must often be augmented (added to) 
by survey information. Routinely collected information, 
research results and survey findings must all be taken into 
account and used to promote the health and well-being of 
the community. 


In keeping with the previous booklets in this series, the 
text has been divided into two sections. General principles 
and guidelines on how to find, assess and use information are 
given on the left hand pages. The right hand pages illustrate, 
by example and discussion at a Workshop, the application of 
these principles and guidelines. Attention is also drawn to 
typical information problems and questions; these are en- 
closed in boxes on the left hand page with arrows pointing 
to the relevant section on the right hand page where these 
questions and problems arise. 
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FINDING AND ASSESSING AVAILABLE INFORMATION 


General Principles 


Everyone interested in community welfare and health 
problems requires information. Not everyone needs the same 
information. Planners and administrators generally have 
information needs different from those of clinicians, nurses 
and community workers. 


Much of the information required is often not available. 
This may be because it has not been collected or has not 
been published, or is out of date. At other times information 
is recorded and presented in a form that is not relevant to 
the problems under consideration. Even when much needed 
information is available, “a wy, 
it may be scattered in 4% Source of information : ; 
journals and reports that 
are not known, or not 
available to those (ii) Civil Registration Offices 

; igaccce. Gar ok 
seeking this information. 


(i) Census 


One of the most 
difficult tasks is to find ys 
out what is already * Limitations: 
known about a problem — simmary table only : lack of 
and where this informa- 4 small area data 
tion can be found. Yim » 


as 


y 
Kir~- 


Even when all the required information is not available, 
it is usually possible to find at least some useful information 
on most health and social problems. To find this information 
requires active and determined searching. Useful ways: of 
obtaining information include discussions with colleagues 
and friends, talking to patients, and corresponding with 
govern ent and city departments. 
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EXAMPLES AND APPLICATIONS 


WORKSHOP ON HEALTH SURVEYS 


First Speaker : Dr. J. Ashma 


Subject : The Need for Background Information 


Dr. Ashma’s Community Health Centre served the 
district of Parjub in which the town of Hosta with 1,500 
persons was the largest. Kinja was the second town, a large 
village really, with a population of about 1,000. In addition 
there were 36 small villages, whose sizes were unknown 
although none was thought to have a population greater 
than 400. 


The Civil Registration Office, at which all marriages, 
births and deaths had to be reported, was situated in Hosta 
and it was from there that Dr. Ashma obtained the seven 
year old census data relating to his district. The information 
was given in the form of two tables, one for the two towns 
of Hosta and Kinja and one Summary table for all the other 
villages combined. The smaller villages were combined 
into a single: table because census data (figures) are not 
published for individual villages with population less than 
1,000. | 
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Often, after collecting information from these and other 
sources, it is found that the information as recorded and 
reported does not meet one's needs. The information may be 
incomplete, insufficiently comprehensive, out of date, not 
in a form in which it can be used or unsuitable for other 
reasons. 


Even when the available information does not complete- 
ly meet all one’s needs, it is still very valuable and should be 
used as a starting point for collecting further information. 
Most studies and surveys can be shortened and simplified 
just because information already available makes it unne- 
cessary to cover the whole field. 


Complete information on any problem is an unattain- 
able ideal. The real skill of health administrators and clini- 
cians lies in finding and using available information to the 
greatest possible extent and only undertaking surveys and 
other studies to collect essential additional information. 


Using information wisely is just as important as finding 
it. Health information usually comes in the form of articles, 
reports and Statistical tables which the investigator must 
read and understand. 


In seeking to solve health and community problems 
the available information should be tested against four 
simple criteria (conditions) : 


(i) Relevance : How relevant is the available information 
and what bearing does it have on our current (or local) 
problems ? 


(ii) Time Factor : Is the available information sufficiently 
up to date (recent) to be relevant ? 


(iii) Comparability : Does the available information relate 
to communities, age groups, conditions and environ- 


ment comparable and sufficiently similar to those of 
the current problems ? 
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Census 1974 


A 
ele TOTAL 
64 


106 79 
159 |i 
153 


under 5 
5-14 
15 - 24 
25-49 244 158 138 
504 78 


, 139 59 Doi 


Census 1974 


Combined Population Of All Villages Of Less Than 
1,000 Inhabitants 


under 5 
5-14 


15 - 24 
25 - 49 
50 + 


These two tables were important to Dr. Ashma because 
they showed : 
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(iv) Reliability : Has the 
available informa- 
tion been collected 
in a proper and reli- 
able manner so that 
it can be trusted ? 


These criteria help 
administrators, clinicians 
and others to sift (sort) 
the available information 
into useful information 
that should be retained 
and applied to their own 
problems and_ informa- 
tion that is to be dis- 
carded (not used). Only 
after this sifting of infor- 
mation can a decision be 
made as to what addition- 
al information is essen- 
tial for solving current 
problems and whether a 
survey can provide this 
information. 


Most community 
health information is 
used in one of two ways : 
(i) to describe the char- 
acteristics, and to 
give the basic facts 
about a community 
and its health. 
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(i) total population size 
given 
(ii) broad age group distribu- 
b tion given U 
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? Indication of Problems : q 
Differences between towns 
and villages. 
(i) birth rate ? 
4 (ii) family planning ? q 
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Ware 
> Indication of Problems : 


Fall in the female/male ratio 
within the childbearing age 
groups. This suggests health 
dangers associated with preg- 
nancy, delivery, and post-natal 


¥ care. € 
Kim =k 
Sr | ‘cae TE 
i Information not available 
Z S 

thm “nk 
nie i 
" Limitations : a 


Unknown migration effect: are 
the old census figures there- 
4 fore misleading ?: & 
Kirn =k 


(1) 


(2) 


(3) 


(4) 


that the total population for his health district in 1974 
was just short of 10,000 (7,451 + 2,501); 


the age and sex distribution of his population. Unfor- 
tunately the age groups were not suited to public health 
measures. The group ‘under 5’ is too wide for planning 
infant health policies ; 


the tables showed considerable differences in the 
percentage of very young children between the town 
and the village populations. For the towns, about 
14% (352/2,501) of children were under the age of 
5 years, whereas for the villages it was considerably 
higher at 24% (1,811/7,451). This can only be due 
to differences in family planning practice; 


in both the town and village tables there are about the 
same number of males and females in the age group 
(5-14), yet within the childbearing age groups (15-49) 
there are fewer females than males. This difference is 
even more marked (pronounced) in the village popu- 
lation. This may suggest serious pregnancy and post- 
natal hazards which need to be followed up and studied. 


Unfortunately the census returns (data) for 1974 gave 


no information on family size and/or its composition. This 
information would have to be collected by a survey. 


Dr. Ashma went on to comment on the seven-year-old 


census data. It was known, or at least widely believed, that 
the villages were losing families in the active working groups 
aged 20 to 44 years, who were moving to the towns and 
looking for work there. It was not known how substantia] 
this effect was for his district which was some 120 miles 
from the nearest industrial town. Nevertheless a slight drop in 
the total population since 1974 was suspected. 
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(ii) toindicate that social and health changes have occurred. 


Important information can usually be used both to des- 
cribe the facts and to indicate problems and changes. The 
skillful. user of information will exploit both aspects of his 
data (information). 


This can be ill:strated using typical information obtain- 
able from the records of a well run infant care and family 
planning centre. In this example information from two 
years is compared. x nae 

* Source of Information 


Civil Registration Office 


y Birth and Death notification S 
Hit~ 


Rapist bt. , 
? BReliability and Completeness 7 
of Information : : 


(i) incomplete reporting of 
births and deaths 
(ii) inaccurate reporting of 


b ‘cause Of death’ 
Kirn =k 


No. of married No. of infant 
noe aged deaths during 
the year 


The above data describes the actual situation in the 
years 1970 and 1980, and gives the number of women 
registered with the centre, the number of live children 
born to these married women in these years and the number 
of infants’ deaths during the year. 
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Dr. Ashma’s immediate concern was diarrhoea and 
gastric disorders, possibly due to polluted water and poor 
food preparation. If gastric disorders were as serious as he 
thought, then this should be reflected in the number. of 
infant deaths reported to the Civil Registration Office. He 
therefore examined death notifications at the Registration 
Office over the previous two years.. He was disappointed; 
there had not been a resident doctor in the district until the 
opening of the Community Health Centre, so that most 
notifications recorded vague and very general diagnoses. 
The cause of death in infants was often recorded as ‘fever’ 
with no indication as to whether or not these were of gastric 
origin. Dr. Ashma also noticed that more remote villages 
reported fewer births and fewer infant deaths although the 
villages were of similar size to those nearer the Health Centre. 
The Civil Registration clerk confirmed his suspicion that noti- 
fications of births and deaths were not complete and an 
_ unknown number were not reported, especially those infants 
who died within the first three months, or whose parents 
lived further away. 


Despite these defects in the information, Dr. Ashma 
studied the monthly number of infants deaths recorded 
as due to gastric problems for the years 1979 and 1980. 
This gave him the following table : 
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The information, however, also indicates that the child 


care offered at the centre has reduced the ratio of infant 
deaths to live births from 27% (54/203) to 12% (23/191). 
On the other hand, it also indicates that the family planning 
campaign has only had a slight effect. In 1970 the ratio of 
live births to married mothers was 0.21 (203/980) and in 
1980 only slightly less, 0.19 (191/1,032). 
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Only a survey could obiain ' 
information on : 


(i) family size 


(ii) water supply, in suffi- 
cient detail to determine 


health policy 
(iii) food storage and food 
y hygiene Q 
Kirn = 


Infant Deaths from ‘Gastric’ Causes Reported to 
Civil Registration Office for Parjub District. 


1979 and 1980 
Boge 


These infant deaths due to ‘gastric causes’ undoubtedly 
follow a pattern co-inciding with the hot and wet periods of 
the year in his country. Food and water contamination is 
therefore a plausible explanation, although to confirm this 
more reliable information is needed. 


gastric 
problems 


Dr. Ashma went on to say he had not managed to get 
all the important information he needed from ‘official? 
sources. For instance he could find no information on : 


(i) the family size and its composition for his district. 

Some ‘average’ figures were available for rural areas in 

- the country as a whole. He did not know how well this 
information applied to Parjub district; 


(ii) sources and type of water supply in his district. There 
was, in particular, no information available on how the 
water supply from wells, springs or rivers varied (chang- 
ed) between the dry and rainy seasons; 


(iii) food preparation and food storage. He had looked at 
some sociological and anthropological theses at the 
University library, but these had not discussed food 
hygiene or food storage. 
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The importance of talking to ' 
people 


ASK ae 1 
? 


In discussion find out : 


(i) what people think they 
need 


(ii) what people complain 
about 
(iii) what people ask for 


(iv) what people expect to 
get from the health ser- 
vices 


(v) what people think can be 


done to improve services u 
NS 


MW 
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Dr. Ashma was, however, able to obtain some informa- 
tion on peoples’ attitude towards the Health Centre and how 
they saw their own health and community needs. 


At the University library he had not found any infor- 
mation on food preparation and storage as he had hoped. 
However, several of the research theses kept in the library 
discussed at length the importance of obtaining the consent 
and understanding of the community if new policies and 
changes affecting the community were to be successfully 
introduced. In particular, the need to work with the local 
community leaders and to have meetings and discussions 
with the community was stressed. Dr. Ashma was convinced 
that a survey could only be done properly if he gained the 
support of the village elders. 


For some months before starting on the survey plans, 
Dr. Ashma had arranged to come into the patient waiting 
room for short periods, several times a day, and talk to 
the patients about general problems not specifically connec- 
ted with their own health. He soon learned that lack of 
transport and the distance from the Health Centre were 
serious problems; distant patients were reluctant to come 
to the Health Centre except for the most serious conditions. 
The Health Centre was seen as a place for treating accident 


cases, fractures and open infections, but less easily under- 


stood conditions, e.g. fever and internal complaints, were 
often treated by traditional healing methods. The attitude 
of many patients to the Health Centre was one of caution 
and suspicion mingled with an appreciation that it could 
often help and cure where traditional methods failed. Dr. 
Ashma also learned much about the poverty and living 
standards of his patients. 


All this background information was very useful to 
Dr. Ashma when he came later to plan the survey and design 
his questionnaires. 
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ASSESSING AVAILABLE INFORMATION : 


The general principles for assessing (testing) the useful- 


ness of available data 
have been stated in the 
form of four criteria : 


(i) Relevance 


(ii) Time Factor (timeli- 
ness) 


(iii) Comparability 
(iv) Reliability 


ih MZ 
@ 


Difficulty finding relevant in- * 


JL) A 


formation. Active searching 
, required. ‘ 
Hu SS 


It requires skill and thought to apply these criteria to 
practical problems. The user of information must ask himself 
a number of searching questions about the available informa- 
tion. These questions are quite specific and change with 
the type of problem, the type of information available 


and the use that is to be 
made of the information. 


These general and 
practical principles will 
now be illustrated by 
application to the _ in- 
formation available to 
the survey workshop 
speakers at the time 
they were planning their 
surveys. 
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‘A. Is it relevant ? Yes 
certainly : 
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(i) it provides a ‘yard stick’ 
against which to measure 
the school performance 
of other children. 


(ii) it provides tests that Dr. 
Singh might use or modi- 


fy for his own survey. d 
= =_1¥ 


Second Speaker : Dr. K. Singh 


Subject : A Survey of School Performance 


Dr. Singh’s difficulty was in finding relevant information 
about the parents’ influence on their children’s progress at 
school. He first wrote to the State Department of Education 
and requested information on the tests used to assess the 
standard of reading, writing and arithmetic of school child- 
ren. The Department was most helpful and provided him 
with copies of their test material and full descriptions on 
their use to assess performance at school. 


For each age an adjusted test was prescribed for each 
subject and separate tables showed the percentage of pupils 
expected to attain different score totals on each of these 
tests at different ages. 


Dr. Singh displayed one of these tables : 


Reading Assessment at Age 8 
Score Totals : Expected Percentage of Pupils 


Reading 
Score 49 or 50-69 70-89 90-109 {110-129 |130-149 | 150+ 
Total less 


Average Score = 105 


ps 


AT 
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Is it comparable ? This is questionable. 


The tests were developed and tried (used) 
in a typical urban school, not a small town, 
semi-rural community such as Dr. Singhs. 


The tests are very specific as to age and 
length of stay at school. Conditions are 
likely to be more varied at a village or small 
town school where children of different ages 
and different school experience are together 
in the same class-room. It is therefore uncer- 
tain whether these tests are entirely applica- 
ble to Dr. Singh’s situation. u 


= 


The Time Factor ? This is unknown. 


However, if the same or very similar school 
performance tests are used by Dr. Singh, then 
the number of years since the Department of 
Education established these tests is not very 


important. q 
\S 
<1 
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Is the Information Reliable ? Probably yes. 


The information available gives no details 
of how the school performance tests were 
constructed. The Department of Education 
is aware of test construction problems and is 
likely to have used skilled professional staff 
in developing and evaluating these tests. This 
might be worth further enquiry. s 
= 


The Department of Education stressed the importance 
of setting the appropriate (correct) test for each age, that the 
years of educational exposure (years at school) should be the 
same for all children in a particular age group and that the 
tests were designed for a ‘typical urban school population’. 
Only later did he appreciate that the strict assessment condi- 
tions required for these tests could not be fully satisfied 
under the conditions in which he would be working. 


Even so, Dr. Singh felt these tables would be most 
helpful to him as it would allow comparison of performance 
of his survey pupils with the national standards which had 
been established some years ago. | 


In its reply, the Department of Education said nothing 
about possible differences in attainment between boys and 
girls at a given age, nor did the Department explain when 
or how these tests had been constructed. 


The Department of Education also supplied general 
statistical information on the size of schools, number of 
pupils attending by age and sex, and so on. Dr. Singh found 
the following statistical table of particular interest, especially 
after he had calculated the ratio of girls to boys for each 
group. 


at 


“ 
? Comment: (i) 


(ii) 


Kir~ 


RACES 
N 


i 
How complete is the enumera- % 
tion ? 


Nothing is said about the number 
of children not attending or only 
attending intermittently (occa- 
sionally ). 
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S 
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Indication of Problem : The large difference in i 


the total number of boys and girls attending 
suggests different attitudes and a different value 


placed on girls’ 


(Chul 
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education in comparison to boys’ 
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Calculated 


girl / boy 
ratio 


School Attendance : 1980 


Age in 
years Boys Girls 


107,320 97,600 


mee OE 


101,960 88,710 mer ty, ioe 
89330 70,590 eee, Og 
78,760 37,990 meee U9 6 
61,880 41,460 SS =gpaggmen Oo) 
30,110 8,970 mee 050 


469,380 354,840 


This table clearly showed that : 


(i) the number of pupils declined with age 
(ii) relatively few pupils stayed on after age 15 


(iii) The declining girl/boy ratio showed that with increasing 
age the number of girls attending dropped steadily. 
relative to the boys; there is a marked drop after age 15. 


_ The Department of Education expressed great interest 
in the proposed study of parental influence on children’s 
education but regretted they had no information on this 
subject. They suggested Dr. Singh get in touch with the 
State Training College. 


This he did and received a kind invitation from the 


Training College to visit and use their library in which were 


deposited (kept) the theses and research reports of teachers 
investigating many aspects of education and children’s 
intellectual development. 
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A non-random sample is usually biased and some- 

times very biased indeed. Although the results 

from a biased sample may be very interesting, 
they can be most misleading when applied to the 
whole community. Every community consists of 
many different social groups, often different 
economic and religious groups as well. A sample 
that is biased towards one community group 
cannot fully reflect (tell us) how the other commu- 
nity groups feel and think and react to problems 
and events; these different groups often have 
greatly different needs. 
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Problem : Can Dr. Singh assume that education, 
mode of living and attitude are the same for those 
that work in the small town compared to those 
who regularly travel to, and work in, the city? 
Probably not. 
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" Comment : Despite the unreliability and unre- 
presentativeness of these data, these were the only 
figures on literacy in small towns and parental 
involvement with school work that Dr. Singh 
could find. He was therefore forced to take these 


4 into account despite his distrust of their reliability. 
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Dr. Singh found several of the theses most interesting. 
They did not, of course, provide many facts and figures but 
they were full of ideas on how studies might be done and 
suggested several important problems requiring further 
research. 


In one of the theses the investigator had interviewed 
90 fathers in a small rural town. Unfortunately, the investi- 
gator’s sample of fathers was definitely not random or 
representative of parents living in small rural towns. 


Firstly, the investigator had chosen his particular 
town because it was convenient to get to, being only a 
twenty-minute railway journey from the Teachers Training 
College at which he was studying. Many of the men in this 
town travelled each day to work in the city, thereby becom- 
ing more familiar with, and more exposed to industrial life 
and attitudes than would most men living in small semi- 
rural communities. 


Secondly, the investigator had waited at the town: 
railway station to interview men going to, or coming back 
from, work in the city. Not all the men approached in this 
way agreed to answer his questions; equally important, he 
did not meet parents not working in the city. Dr. Singh 
felt the research worker had been very careless about his 
research and interviewing methods. 


Amongst the 90 men interviewed, 37 (41% ) said they 
could read a newspaper. Of those who were literate, i.e. could 
read a newspaper, 92% (34 out of 37) said they helped their 
children with homework. Amongst the illiterate, 36% (19 out 
of 53) said they gave as much help as they were able. The 
rest said they did not give much help. 
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* Comments : This information relates to an indus- 
trial city and is very different from the small 
town environment that concerns Dr. Singh. Never- 
theless, the social and attitude differences between 
‘professional’ and ‘skilled-worker’ families suggests 
(indicates) a social mechanism affecting parental 
involvement with school education. The evidence is 
Soft’ and possibly not completely relevant to 
Dr. Singh’s problem; however, the ideas suggested 


p are of value. 
gy eS 
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In another thesis, the investigator had worked in an 
industrial city and had interviewed 30 fathers in professional 
jobs, such as lawyers, doctors, dentists and engineers and 
30 fathers working as skilled workmen in a nearby steel 
mill. The selection of fathers was not random. 


These two small and selective samples suggested very 
different attitudes to, and involvement with, the education 
of their children. Professional parents strongly influenced 
their children, daughters as well as sons, to stay on at school 
with the aim of entering one of the professions; university 
education was highly valued. On the other hand, the skilled 
workmen placed rather less stress on further education and 
instead wanted schools to teach more practical subjects. 
Few actively encouraged their sons, even less their daughters, 
to aim for a university education. Most wanted their sons 
to leave school at 14 or even younger and to take up a 
skilled trade or apprenticeship. 


This study clearly indicated that the education, social 
class and economic status of parents influenced their attitude 
to their children’s education. This thesis also supported the 
view that sons and daughters did not always receive the 
same level of support and encouragement. 
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USING EXISTING INFORMATION SOURCES TO OBTAIN 
ADDITIONAL DATA 


Most large organisations, including the various branches 
of the health services, routinely collect and record much 
information relating to their own activities. These organisa- 


tions can be most helpful ave 4 
in providing information ” Lack of appropriate and rele-% 
quickly in three ways :  » vant information q 

Ku a 


(i) they can grant (give 
permission) access to, and the use of, their existing data; 


(ii) they may agree to their own staff extracting and analys- 
ing information from their past records for the user; 


(iii) they can sometimes 


be persuaded to 28 a: 
assist for a short Lots of clinical and biolo-' 
period in the collec- gical information available but 
tion of additional little on environmental, com- 
data by their own 1s munity and _ social factors 4 
Yur~ WS 


staff. 


The organisation's management must of course be given 
good reasons and must be convinced of the benefits to the 
community and to themselves of providing this information. 
They must also be convinced that the enquirer will treat the 


information responsibly NG 7, 
and will respect confi- No precise or quantified in- 4 
dentiality. 4 formation : no hard data. 

Yur —1wW 


In making such requests to an organisation, it must be 
remembered that collecting additional information or extract- 
ing information in a different way than is usual may disrupt 
on-going routine informa- NG 


is ° ° e,°e Y, 
tion recording activities ¥* Use of village health Cone 


and will make extra work records and co-operation with 
for the staff. The staff § community health workers 4 
Hila ask 


34 


Third Speaker . Dr. A. Xuma 


Subject : A Survey of Parasitic Disease Amongst Children 
Attending an Infant Care Clinic 


There was a lot of information available on parasitic 
disease but surprisingly little that related to its prevalence 
in the community, or its seasonal and geographical location 
(area) variation in the very young. Even less information was 
available on any relationship between gut parasites and 
various social and economic factors such as housing and 
water supply. | , 


There was a lot of information in the medical journals 
on diagnosis, the effects of parasites on health and the treat- 
ment needed. There was also much information on the life 
cycle and mode of transmission of the parasites which 
suggested that seasonal and district variations might be 
expected. Likewise, hygiene and infected water supply 
would re-inforce seasonal and geographical- variations. 


This led Dr. Xuma to suspect that poor housing, over- 
crowding, poverty, poor education and unhygienic conditions 
could all be major factors in spreading parasites. Nowhere 
could he find actual measurements or results showing the 
relative importance of these different factors. 


In his search for information Dr. Xuma asked several 
health workers from nearby villages whether or not they had 
any knowledge or records that might help. One of them men- 
tioned that the village health centres kept records of patients 
and the drugs prescribed for them. They could therefore 
extract (copy) how many patients had been issued with 
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normally responsible for 
collecting and recording 
information must there- 
fore understand, and be 
convinced of, the need 
for changing their routine 
methods and for collect- 
ing more data; manage- 
ment’s approval without 
the staff's willing consent 
is not enough. Staff col- 
lecting information near- 
ly always have’ many 
other duties and respon- 
sibilities and often have 
little time for extra ‘sta- 
tistical’ or clerical work. 
They need to become 
motivated if they are to 
be of real assistance. 


Arrangements are 
also necessary to’ train 
and instruct the staff 
in any new information 
collection procedures or 
in the use of new forms 
they are to fill in; some 
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We “4, 
Transcription Sheet : Use of 
simple totals to demonstrate 
seasonal effects 


“YZ, 
= 


Likely Limitations of Data 


(i) Are all cases being recora- 
ed or have some been 
forgotten? 

(ii) Have some patients re- 
ported several times to 
the clinic and been given 
similar treatment ? These 
data refer to patient visits 
and not to the number of 
children treated. 


How accurately are the 
ages of the _ children 
known ? 


What is the effect of 
health worker experience 
and training on_ their 
willingness to issue drugs? 


(iii) 


(iv) 


(v) In some months very few 
anti-parasitic prescrip- 
tions were given. Was this 
due to fewer cases report- 
ed or did the drug 


supplies run out? 


AGS eA 


Comment : Was the reason for 
more prescriptions at some 
villages due to more parasitic 
disease or due to more gen- 
erous drugs dispensing? 


Lf =1W 


“Ly 


N= 
Co 


anti-parastic prescriptions and they could do this for each 
month. One of Dr. Xuma’s assistants then visited the 17 
villages in his area and extracted this information from 
the village health centre records over the past twelve months. 
The results at each village health centre were copied on toa 
transcription (copy) sheet, an example of which was shown 
by Dr. Xuma. 


Name of Village Health Centre : Lambolan 


Anti-parasitic prescriptions to 
children under 5 years 


MONTH 1 2 5 4 5 6 7 8 9 10 11 12 | TOTAL 
prescriptions 

Number of 

children 67 79 59 62 64 39 48 53 62 81 89 77 780 
seen 


A similar seasonal trend was found at fifteen of the 
village health centres, but at some villages the number of 
prescriptions was much higher. Two village health centres 
did not have adequate records; one had incomplete records 
because the health worker had himself been ill for several 
months and in the other the health worker had moved away 
and his successor had not been trained to keep the records. 


a7 


friendly and tactful supervision is needed. Information is 
often of much poorer quality than it need be because the 
staff responsible for its collection and recording are insuffi- 
ciently trained, insufficiently supervised and insufficiently 
motivated. It is definitely not enough to issue (give) instruc- 
tions and then return some weeks or months later hoping to 
be handed over (given) the data. The researcher must himself 
take an active and conti- 

° A 2 N= 4, 
nuing interest in all stages ¥* 4, example using simple A 
of the information col- ratios and averages to de- 
lecting and recording pro- monstrate differences between 
Saad different sources of water 

Before using infor- } Supply § 
mation it is important to "3 a 
check on the quality of the available data. The user of 
published data must usually rely on the published des- 
cription of how the data was collected and what steps were 
taken to ensure it was correct and representative. If the 
user is in a position to examine (see) the individual records 


for himself he is in a better position to test and judge how 
reliable is the information. 


Important points to look for are : 


1) How representative of the population or of the disease 
are the cases on whom information has been recorded ? 


2) How carefully have the forms and questionnaires been 
completed; are all the forms there or have some been 
lost or thrown away ? 


3) Have the completed forms been checked to see that 
nothing has been left unanswered, and that informa- 
tion in different parts of the form is consistent, i.e. 
do not contradict each other ? 


4) Is there evidence (signs) that the forms are differently 
or not as well filled in by different recording personnel ? 
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For each village health centre Dr. Xuma calculated the 
ratio of prescriptions to the number of children seen under 
the age of 5; for Lambolan village this ratio was 69/780 = 
0.088. Dr. Xuma also recorded, for each village, whether its 
main water supply was from wells or from the river; river 
water was considered to be less polluted. He put his results 
into the following table : 


Ratio of : Prescriptions / Number of children 
Water supply | 
mainly from 0.09 0:07 | 90.12 0.11 0.09 | 0.096 
river (5 centres) 
Water supply 6.13.-|., Gr e009. |°- 0.144) 036 
mainly from | 0.126 
wells (10 centres) 0.08 0.09 0.13 0.16: 0.12 


Although these data were ‘soft’, i.e. not fully reliable, 
these ratios did suggest considerable variation in the level of 
parasitic disease between villages and also suggested that 
polluted well water could be an important source of infec- 
tion. 


This was all very interesting to Dr. Xuma, but it did 
not answer his main question : “What was the level of parasi- 
tic disease in young children as seen at Dr. Xuma’s Health 
Centre?’. Levels at village health centres are not a reliable 
guide as to the extent of parasitic disease in patients attend- 
ing the District Health Centre. Dr. Xuma was also unwilling 
to put full reliance on the village health centre records 
because diagnoses of diseases and the frequency with which 
drugs are issued varied a lot between villages, depending on 
the experience and training of the village health workers. 
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5) 
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What instruction 
and training did the 
staff get before col- 
lecting and record- 
ing information ? 
Were the terms used 
in the form. care- 
fully explained in 
the instructions ? 


N= 3 “4, 

? Despite an active search for 
information, community and 

environmental information re- 


» mains scarce 4 
Y= NS 


(= 


Data are often called ‘soft data’ when they are not fully 
representative or when the terms used are not clearly defined 
or when the variables and charcteristics in which. we are 
interested cannot be measured precisely or consistently. 
In contrast, information about which we are sure, and 
confident that it is of good quality, is called ‘hard data’ 
Soft data can still be useful; often there is no better infor- 
mation available. Great care and precautions must be taken 
in acting on and using soft data. Soft data can be misleading 
and should only be used to provide guidelines and indica- 
tions. They should not form by themselves the basis of 
important decisions. 


For these reasons Dr. Xuma decided on the survey of 
zy) parasitic disease of young children attending his clinics. 
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SIMPLE ARITHMETIC AIDS TO UNDERSTANDING 


INFORMATION 


Published health and demographic data are often 
presented (given) in the form of frequencies (totals), i.e. 
as the total number of cases seen or counted, usually divided 
into several classes or sub-categories. Likewise, much of our 
information on mortality and morbidity derives (comes) 
from a count of the total number of cases recorded in a given 


period, usually one year. 
More information can be 
derived (obtained) from 
such basic totals by 
simple procedures such 
as calculating : 


(i) averages 
(ii) percentages 
(iii) ratios 


(iv) various mortality 
and morbidity rates 
using avilable de- 
mographic data. 


Averages 


SS aA 
Source of information : 4 
Ministry of Health q 


5 
y S 
Yll~ rt 


MAN “VA, 


e 
Accidents : ' 


Definition of ‘accident’ and 
classification of accidents 
needs careful study q 
l= ww 


Sr 


(a) Averaging over a number of years. Averages provide 
more Stable and reliable figures than do the individual 
yearly totals. Yearly totals may fluctuate quite widely 
especially if the yearly frequencies (totals) are small; 
this will be the case for rare diseases or infrequent 
occurrencies, e.g. sarcoma of the liver or suicides. It 
is usually not advisable to average over more than a 
five year period; for longer periods quite substantial 
trends and other changes may have occurred which the 
process of averaging will blur (obscure). Small yearly 
totals may also be found for common diseases and 
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F ourth Speaker : Dr. J. Desai 


‘Subject: A Survey of Accidents and Injuries at Three 


Health Centres. 


The main emphasis of the survey was on accidents and 
injuries, although other health problems were also included. 


For each State, figures were available from the Ministry 
of Health on the number of fatal accidents by age and sex. 
Accidents and fatal injuries were again categorised (divided) 
into deaths caused by : 


(i) road, rail and air accidents (combined) 
(ii) poisoning 
(411) drowning and accidents at sea 


(iv) all other causes of fatal injuries 


As an example, one small State gave the number of 
deaths for 1980 from road, rail and air accidents as : 
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(b) 


events where these relate to separate communities 
or small population areas. Averaging over a 3 (Omes 
year period will be equally helpful in these cases. 


We 4 


Averaging over a ‘Calculated ratios as an aid @ 
number of adminis- to understanding the data 
trative units. Data “- =nX 


from small organisations or administrative units, @.g. 
individual hospitals, health centres, schools, villages 
and small administrative areas, may fluctuate widely 
between the units, ie. they are Statistically highly 
variable. Often it is best not to work with these individ- 
ual, possibly unreliable, figures (data) but to work 
instead with the average over several of these units. 


Percentages 


Calculating percentages can also be helpful as it makes 


much easier the comparison between different areas and 
different institutions; percentages also simplify compari- 


sons of data collected at AW 


VY 
4, 


different times. This is Comment : ¢ 
illustrated by the follo- Evidencemmapmdifrerente ane 


wing data on_ infant 
deaths from pneumonia. 
In the table below, the , 


tween sexes in certain age 
groups as regards type of 


¥ fatal accident U 
percentage of pneumonia g J ons 


deaths for each decade (ten years) is easy to understand; 
these percentages clearly reveal the underlying changes. 
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Calculated 
F/M ratio 


Road, Rail and Air Deaths | 
Age 
ale 


T (4%) 
18 (10%) | 
43 (24%) 
58 (33%) 
(2955) 


177 (100%) 


Female 


8 (6%) 
15-1 2%) 
24 (19%) 
30 (24%) 
49 (39%) 0.96 


25-44 


45+ 
TOTAL 


There is some evidence in these figures that female 
‘road, rail and air deaths’ are lower than for males in the 
age group 15-44, perhaps because of their considerable 
domestic ties (work at home) at that age. This is clearly 
shown by the ratio of female to male deaths as calculated 
from the published data by Dr. Desai. 
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Deaths in Children during first year of life : Scotland 
(excluding the first four weeks) 


a aa 


Total Deaths from all So 438 acne 296 
causes 


Comment: This table illustrates how comparison of deaths 
from a specific cause with deaths from all 
causes’ can be very instructive. 


The first two rows of this table show how the number 
of infant deaths (after age one month) decline over the 
period 1950 to 1980; this is true of deaths from pneumonia 
as well as for all deaths (all causes). However the third row 
shows that the percentage of deaths due to pneumonia 
between 1950 and 1970 remained steady at about 30% . 
By 1980, ten years later, pneumonia as a cause of death 
dropped very markedly to 6.4% , probably due to the intro- 
duction of specific respiratory antibiotics and improved 
intensive care treatment in Scotland. 


Percentage should not be calculated for denomina- 
tors* smaller than 30; some Statisticians are more Strict 
and would say the denominator should be greater than 50. 


* In a division, the numerator is the ‘top’ figure, the denominator 
the ‘bottom’ figure, i.e. for the year 1980 in the above table, the 
fraction of deaths from pneumonia is calculated by dividing the 
numerator (19) by the denominator (296). The percentage is given 
by multiplying the result (fraction) by 100. 
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Figures were also ‘available for all reported deaths, i.e. 
for deaths from all causes, and these showed that female and 
male deaths were similar in the age group 15-44. 


Deaths reported 1980 


F/M ratio 


Age in 
years 


Under 5 


For ‘all causes’ the ratio of female to male deaths is 
much more stable than in the previous table. The small 
increase in the ratio in the 5-24 age group may be due to 
chance; in any case it is a relatively small increase. 
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Ratios 


Calculating appropri- <~ : 
ate ratios is another help-' Comment : 


MN 


=P 


ful way of understanding Even when coming from the 
and using information. same source, some kinds of 
A ratio is the quotient information are more reliable 
(answer) obtained by di- than others. In this example 
viding one number by fatal accident reporting may 
another. Ratios often be more complete and accu- 
reveal, in a very simple rate than reporting of ‘non- 
way, how two frequen- 4 accident’ deaths q 
cies or two quantities 4-~ = 
relate to one another; 
ratios also show at what stage two quantities change relative 
to each other. For example, the steady upward trend in 
the number of older people in Scotland is clearly indicated 
by the following census data and the ratios calculated from 
them : we 4, 
' Example of using ‘imperfect’ ; 
information when it is all 
that is available. Great caution 
is needed in interpreting re- 
sults using inadequate or old 
data; they can sometimes 
4 mislead. d 
Hur Ww 


Scottish Census Data* 


Aged 65 

353,244 | 506,895 | 548,908 | 644,452 | 710,794 
Aged : 

reaetea 3,184,702 | 3,333,419 | 3,291,338 | 3,229,709 | 5,246,592 


Ratio of 
sie 65 0.11 0.17 0.20 
‘15 to 64’ 


* A census was not taken in 1941 because of the war in Europe, 
1939 - 45. 
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. Dr. Desai explained that he had rather more confidence 
in the accuracy of fatal ‘accident’ deaths than he did in the 
deaths reported from ‘other’, i.e. non-accident, causes. In 
particular he believed that deaths in young infants and in the 
very old were not always reported; many deaths occurred at 
home and for the remoter villages it was a loss of one, two 
or even three days’ earnings (wages) for the father or nearest 
male relative to travel to town to report the death. The situa- 
tion was different for fatal accidents as these often involved 
the employer as well as other people such as hospital staff 
and the police. This involvement of other persons usually 
resulted in the death being reported. 


The number of deaths from ‘all causes’ was known to 
fluctuate (change) from year to year; such fluctuations were 
often caused by communicable (infectious) diseases where an 
epidemic (outbreak) could quickly increase the number of 
deaths. 


| The best source of population figures was the census. 
This small State, from which the above data were taken, had — 
its last census in 1975 and Dr. Desai used these figures. To 
obtain an estimate (value) of the death rate for ‘road deaths’, 
by age and sex, he averaged the five years figures from 1976 
to 1980, e.g. 39/5 = 7.8, the average male deaths per year 
under age 5. These calculations produced the following 
figures : 


Total Road Deaths Calculated — F F/M 
Age in 1976 - 1980 a 
years ratio 

ise ee | 


under 5 
5-14 
15 - 24 
= 44 


TOTAL ao Om 185.0 bet 2 


The above absolute (actual) totals for ‘persons over 65° is 
a measure of the demand (need) by the elderly for social and 
health services. Such needs must be met by establishing 
and maintaining geriatric hospital wards, special housing and 
so on. This is especially true of the more industrialised 


countries where unfor- 
tunately the family struc- 
ture, and hence indivi- 
dual family support for 


the elderly, has weakened. 


However, the staff 
to run and the money to 
pay for these services for 
the elderly must come 
from the active, working 


population aged 15-64. It 


is a matter of considerable 
economic and social im- 


AS 4, 
? Totalling and averaging over a § é 


number of years (e.g. 5 years) 
in order to obtain more Stable 


sand reliable indices (data). ¢ 
x 


Y= =< 


J) 


4, 
q 


Checking whether the smaller 
number of cases seen (deaths 
in this case) is explained by 


4a smaller population. 
Hur ~ 


Yure- 


portance to measure whether the burden of support for the 
elderly, which falls largely upon the 15-64 age group, is 
changing and if so, by how much. One simple measure 
(index) of this changing burden is to calculate the ratio 
of ‘persons over 65’ to ‘persons aged 15-64’. As the above 
table shows, there has been a steady increase in this ratio 
in Scotland; the ratio has doubled over the period 1931 to 


1981. 


As a general rule we can use : 


(i) absolute (actual) totals to answer questions related to 
the demand for services or to questions concerning the 
supply and availability of resources. 


(ii) ratios to measure (indicate) relative changes in the 
factors affecting supply and demand. 
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These five year totals and the F/M ratio, using the five 
year totals, show a similar trend to that given by the single 


‘year deaths (1980). This confirms that female deaths due to 


‘road’ accidents are relatively fewer in the age group 15-44. 


To make sure that the fewer deaths in the age group 
15-44 are not just due to a smaller female population, the 
death rate was calculated for both sexes and for each age 
group (age and sex specific death rates). The population 
figures required to do this properly should be the population 
size at July 1978, the mid-point in time of the period 1976- 
1980, for which data on ‘road deaths’ are available. However, 
only the last census data (1975) were available and Dr. Desai 
had no option (choice) other than to use these old figures 
in his calculation of the death rates. 


Population Age and Sex Average Number Road 
Distribution Deaths 1976 - 1980 
| Age in 
year Male Female Male ~ Female 


99,424 94,682 
173,066 | 158,890 
7a0931 | 202,135 
315,278 | 262,881 

72,553 || 103,164 


901,252 S2b ya 


under 5 
5-14 
15 - 24 
25 - 44 
45+ 
TOTAL 
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Rates 


Rates are of great importance in the study of health 
problems and in health policy making. 


= WY, 
? Confirmation that a drop in 4% 
female road accidents in age 
15-44 is genuine and is not 
explained by a sex imbalance, 
ie. a relatively smaller female 
population. Q 
l= = 


ANG 


A rate is a special kind of ratio in which the number 
of cases occurring within a year is divided by the number of 
persons exposed during that year. For instance, the fertility 
rate is sometimes defined as the number of live births occur- 
ring within a year divided by the number of married women 
under the age of 45* in that same year. 


The definition of the ‘fertility rate’ illustrates several 
difficulties often met when rates are to be calculated. The 
fertility rate requires the following information : 


(i) the number of live births within a fixed period (one 
year). This information may not be available as it 
requires a well functioning registration scheme to 
provide it. There are also clinical difficulties in clearly 
defining a live birth’. Moreover, in some developing 
countries, babies dying within a few days, or even a 
few weeks, may be reported as born dead or not 
reported at all. 


* In some definitions of the fertility rate the age is extended to 
under 50 years, instead of under 45; some countries include ille- 
gitimate births in the definition. When comparisons are made bet- 
ween countries, careful note must be taken of such differences in 
definition. 
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“Road and Vehicle Accidents’ 


Age in Estimated Deaths per 100,00 


Under 5 
5-14 
15 - 24 
25 - 44 
45+ 


At this stage Dr. Desai came to realise that the informa- 
tion he was studying was not really answering his questions. 


Firstly, the information most readily available related to 
large administrative and political areas such as the various 
States of the country. Information on individual Health 
Centres or smaller communities could not be found. 


Secondly, and equally important, the published and 
available data related almost entirely to deaths. A serious 
study of accidents and injuries, how these are caused and the 
manner in which these are treated, must include all serious 
accidents, not just the fatal accidents. The majority of serious 
accidents are not fatal; yet these non-fatal accidents may 
cripple the victim and impoverish his or her family. 


Accident reporting is a difficult problem. Fatal and 
very serious accidents are much more likely to be fully 
reported. As is well known, under-reporting is a real problem 
in all health and medical recording. 


If amore complete picture of accident morbidity, i.e. of 
all injuries due to accidents, is to be obtained, then detailed 
Health Centre and Community based studies must be done. 
Even these might not give the full picture because fewer 
people report the less damaging and the less serious accidents. 
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(ii) 


the number of married women between 15-45 (or 50) 
is not always known. This figure also changes slightly 
during the course of a year due to new marriages and 
due to deaths. As a compromise, the ‘average’ number 
of married women aged 15 to 45 (or 50) at the middle 
of the year is taken. Because of these difficulties some 
definitions include illegitimate births and do not dis- 
tinguish between married and unmarried women. 


When the number of cases or the number of persons 


at risk’ is not known, only approximate rates can be cal- 
culated using data derived from surveys or other sources; 
usually these cover only a part of the country or region. 


Prevalence and Incidence 


Rates relating to various diseases or disabilities are 


further divided into ‘prevalence’ rates and ‘incidence’ rates. 


(a) 


(b) 
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Incidence. Rate. For an incidence rate we first count 
all the new cases of a defined disease or condition 
seen (or first diagnosed) in a time period, usually 
taken as 12 months. Cases seen or diagnosed before 
the start of the time period, whether cured or not, 
are excluded. This total of new cases is then divided 
by the total number of persons exposed to the risk 
of catching this disease or developing this condition 
in the same time period. Incidence rates can also be 
calculated separately for males and females and for 
specific age groups. These are then known as ‘sex 
and age-specific’ incidence rates. 


Prevalence Rates. For a prevalence rate we count all 
cases of a defined disease cr condition seen, diagnosed 
or treated during a time period, usually taken as 12 
months. Thus prevalence rates also include those cases 
first seen or diagnosed before the start of the time pe- 


riod but who still suffer from the ailment within the 
time period under study. This total number of cases 
is then divided by the total number of persons exposed 
to the risk of suffering from this condition in the same 
time period. 

Prevalence rates can also be calculated for sex and 
age-specific groups. 


The above prevalence rate is sometimes referred to as 
the ‘period prevalence rate’ because it is measured over a 
period, usually twelve months. When the period chosen is 
very short, e.g. all cases found on a particular day, it is 
then called the ‘point prevalence rate’. 
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SEARCHING FOR THE AVAILABLE INFORMATION 


There are no proper rules to help find information, 
only some very general guidelines. 


The. searcher for in- 


formation should ask 
himself two simple ques- 
tions : 

1. What information 


does he need and 
which of this in- 
formation is of most 
importance to him ? 


ane 5a 

" Information is available on ' 
some aspects of the current 
problems but is not directly 


, usable or relevant. N 
GYuc~ = 


Who else is likely to be interested in similar information 
or who is working on problems, administration or plan- 


ning that requires 
related information? 
As a specific examp- 


le, consider the problem 
of ‘housing conditions’. 


If the 


investigator Is 


AN te 
. eryte rad 

Information on cities and ' 

towns may be available from 


, city or district authorities q 
Kit= —1W 


“Ty 


interested in general housing conditions then the following 
are a few specific topics likely to be important to him : 


is 
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the size of the po- 
pulation and its age 
structure 


the type and num- 
ber of houses avail- 
able 


distance of houses 
from shops, the city 
centre, schools and 
the health centre, 
Cle 


a 4 
° Useful town planning data ¢ 
collected by District Engineer- 
ing Departments for their own 
purpose. Of limited value only 
to present study of commu- 
nity health and housing needs. 


| 
ry 
Kir <—\WN 
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Fifth Speaker : Dr. T. Tamburi 


Subject : A Survey of Urban Housing and Living Conditions 
in relation to Tuberculosis and Eye Infection. 


Dr. Tamburi was amazed at the large amount of infor- 
mation collected by the government, city authorities and 
research teams on housing and living conditions. The real 
problem was to obtain and then sift through this informa- 
tion. Comparatively little of these data really answered his 
questions. The reason for this was that every collector of 
information, whether government. or city authorities, 
required the data for different reasons that suited their own 
needs. As a result, little of it was of direct relevance to 
Dr. Tamburi’s community interests. 


For example, the district engineering department had 
{wo years previously made a detailed study of the piped 
water supply and the sewage disposal system in this town. 
For each building plot, whether built upon or not, they 
recorded whether piped water was available on the plot 
and whether waste water and toilet sewerage pipes had been 
laid. This was most important information for the district 
civil enginners who could now, for the first time, plana 
systematic and comprehensive water supply and sewage 
disposal system for the town. 


The District Engineering Department willingly allowed 
Dr. Tamburi to study their maps and all the other informa- 
tion they collected on the city water supply and sewage 
disposal system. 


Dr. Tamburi copied the District Engineer’s map which 
showed in blue where piped water was available and in red 
where the existing sewerage pipes were. This showed at a 
glance where the poorest facilities existed and where one 
would also expect the poorest section of the community 
to live. Dr. Tamburi was surprised to find that the map 
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water supply 
sanitation : sewage as well as refuse (garbage) disposal 


transport facilities : condition of roads, availability 
of railway, etc. 


A list of information needs such as this immediately 
suggests those authorities who also need and work with 
information of this kind. For example, for the above topics 
the following are likely sources of information : 

ANT ZA 
I. Size of population % Use of available information 4 


and its age structure y for sampling. 
Mll= =-W 


(a) The census reports and the government (or region- 
al) departments responsible for collecting and 
organising census information. 


Yilt= 


(b) Civil registration office for information on births, 
deaths, possibly also marriages and migration. 


(c) School and education authorities if information 
is needed on young people. 


2. Type and number of houses available 
Local city, town or district authorities. The larger cities 
usually have planning officers who collect and file in- 
formation on housing and housing conditions. Even 
smaller local authorities may have an office where 
some housing information is collected. In some coun- 
tries the allocation of houses and flats is the respon- 
sibility of a city or government department. In some 
countries large industrial and commercial firms supply 
most of their workforce with houses. To operate a 
house allocation’ policy requires a lot of information 


which will be Of wo | ~¥ 
interest to the re- * Use of available information % 
search worker. § for health. a 

Hira <1 
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showed how long narrow sections of deprived communities 
penetrated like fingers into well supplied and more opulent 
(rich) parts of the town. This useful information helped 
Dr. Tamburi to draw up boundaries for his survey clusters. 
He reminded us that cluster sampling was more efficient 
if each of the clusters contained dissimilar (different) sections 
of the community. 


By counting plots on the map, Dr. Tamburi found 
that 53% had sewerage pipes either on the plot or laid on 
up to the plot boundary. Of course the percentage of people. 
enjoying a piped water supply and sewage disposal might 
be very different as the most densely populated and poorest 
areas had fewer water and sewerage disposal pipes; no infor- 
mation was available as to what this percentage might be. 


Information on tuberculosis was also not difficult to 
get, but it did not relate to tuberculosis as a social problem 
in the community. A year or so earlier an anti-tuberculosis 
campaign had been conducted (carried out) by the town’s 
health centre. The District Medical Officer had very care- 
fully collected together the records of patients seen and 
tested for tuberculosis at the town’s health centre. This 
showed that over the six months of the tuberculosis cam- 
paign some 7,806 adults had been X-rayed by a mobile X-ray 
unit. Of these, 478 had signs suspicious of tuberculosis. 
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Distance from shops, 
schools and so on 
Local and town au- 
thorities are most 
likely to have some 
information on this; 
it will usually be in 
the form of maps 


SW AM 
Limitations of the data 


“1, 


(i) Incomplete response. 
Only about one quarter 
of the adult population 
came for the T.B. exa- 


and city .sketches. ne 

T’ he local authori- (ii) The health of volunteers 
[les : and distr ict (those who came for exa- 
planning and engi- mination) may be diffe- 
neering department. rent from those who did 
can often supply not. 


additional informa- 
tion which the in- 
vestigator can insert 
(mark) on a_ stan- 
dard map. It is often 
very revealing to 
compare the map, and such additional information as 
supplied by -the various authorities, with what the 
research worker finds when he visits and inspects the 
area and sees what is actually present ‘on the ground’. 
Where social and environmental conditions change 
rapidly, health and community conditions can some- 
times be chaotic; this will not always be reflected in 
the information available from official sources. 


(iii) Information is not rela- 
ted to social and other 


D factors. 
Wil= = 


Most showed old and non-infective ‘scarring but one in 
four was still infective on the sputum test. These figures 
clearly showed that tuberculosis was a serious health hazard 
in the town. However, these figures were based on people 
volunteering for examination during the campaign, and the 
health of those who did not come for examination was 
unknown. The number who did not come was large as 
the town’s adult population, according to the last census, 
was almost 26,000. 


In his search for information Dr. Tamburi next consul- 
ted (read) some of the theses and research reports done by 
senior students in the University Social Science Department. 
Several of these were interesting and helpful. One student 
had befriended beggars, cripples and old men sleeping at 
night in doorways and other sheltered places. He found 16 
such: persons in the town. The thesis described how these 
people lived and how they obtained money and food. The 
student. also obtained short life histories and so was able to 
describe how and why these disabled persons were without 
work or family support. 
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Water supply and sanitation 


Several authorities 
are concerned with 
the community 
water supply and 
sanitation. Each of 
these will have some 
relevant information. 
In many countries 
the most important 
are : 


City and _ District 
Engineering Depart- 
ments 


City and District 
Health Officers 


Sometimes commer- 
cial contractors and 
firms are responsible 
for laying water 
pipes, providing 
water supplies and 
for the removal of 
refuse. These firms 


Wis MY 


S Use of sociological informa- § 
tion obtained on a_ small 
sample of individuals. Limita- 
tions are : 


(i) data collected for reasons 
different from _ present 
problems 


data does not make clear 
the relationship between 
these individuals, their 
families and the commu- 
Z nity 


(ii) 


> Problems arise when using ¢ 
information collected for a 
different purpose. 


LL 
Using census data to obtain q 
preliminary estimates of the 
number of disabled persons 


y in the town. a 
AM ww 


are sometimes willing to help although most will with- 
hold (keep back) information they feel may harm 
their business interests. Many governments have de- 


partments whose 
responsibilities _in- 
clude irrigation, 
dams, reservoirs and 
water resources. 
Such departments 
may have _ useful 
information on the 
water supply, its 


WG at) 

. Comment : % 
These are only approximate 
values. For example, the cen- 
sus figure of 6% is an average 
or typical value for the whole 
country. The conditions in 
any particular town or locality 

y may be very different. 
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Although this provided excellent background reading, 
the information was not of much direct use to Dr. Tamburi 
who needed information that could be used to plan, organise 
and initiate medical and community action in Support of 
the disabled. Support might also be needed for families 
struggling to keep and feed their elderly and infirm relatives. 
The student, on the other hand, had been interested in much 
more limited objectives. The student needed to write a thesis 
for his university degree (examination), and he could only 
study a small number of disabled persons in the available 
time, especially as he was working on his own. The student 
was not interested, nor qualified, to investigate medical 
histories and medical needs. As a sociologist the student’s 
interest was in minority groups with particularly acute 
problems; measuring general community conditions and 


-_telationship was not his objective. 


Finally, Dr. Tamburi wanted to have some idea of the 
number of severely disabled and incapacitated people living 
in his town; for this town the last census reported a popula- 
tion of 40,963 persons. One of the questions asked in that 


_ census was whether there was anyone living in the house- 


hold who was sufficiently disabled or incapacitated to be 
unable to leave the home without someone helping or going 
with them. Six percent of households reported such severely 
disabled persons. 


Elsewhere in the census report, it was stated that, for 
the country as a whole, the ‘typical’ or ‘average’ household 
consisted of 6.3 persons. This is a statistical way of saying 
that for every one hundred households we can expect to find 
approximately 630 persons. This of course meant that as a 
first estimate (informed guess), Dr. Tamburi’s town would 
have about 40,963/6.3 = 6,502 households. 


If 6% of households had a severely disabled member, as 
reported by the census, then Dr. Tamburi could also expect 
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fluctuation at different times of the year and fluctua- 
tion in the domestic and industrial demand. This in- 
formation usually relates to large areas and districts 
and may not be suitable for detailed studies of local 
community conditions. 


Roads and Transport 

Roads and transport, schools and shops do not strictly 
fall within a study of ‘housing conditions’. Nevertheless, 
conditions under which people live and work are con- 
siderably worse where roads, transport, schools, shops, 
health centre, and so on are inadequate or difficult to 
reach. Roads and transport greatly affect the oppor- 
tunities available for improving community welfare. 
Information on roads and transport is usually available 
from only three sources : 


(a) City or District Authorities 

The engineering department can usually provide 
information on the conditions of the roads, plans 
for new roads and traffic congestion within their 
area. Information on the local bus and transport 
services will also be available from the responsible 
city or district authorities. Information on running 
times, the number of buses available, the number 
of drivers employed and the number of people 
using the service (or at least the number of fares 
collected !) is known to them. If approached in a 
tactful way they may release this information to 
a research team. 


(b) Regional or Government Departments 

Most governments prepare national reports on 
road, railway and river traffic and general transport 
facilities. Some of this information may appear in 
official reports; some additional information may 
be released on enquiry from the research director. 
This provides useful background information 
against which the local road and transport situa- 
tion can be compared. 


about 6% of his households to be looking after a severely 
disabled person. This he calculated to be 0.06 x 6,502 = 390 
severely disabled persons. 


This figure was a useful approximate indicator of the 
number of severely disabled persons living in the town. 
However these basic census facts gave no information on 
important questions such as how these families were man- 
-aging and whether these disabled persons were adequately, 
(properly) looked after. 


Dr. Tamburi found that the available information was 
often important and relevant, but it did not replace the need 
for a survey into the specific problems of interest to the 
Science Department and to the general practitioners. 
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Business firms and enterprises operating transport 
service 

In many countries, transport by lorries, heavy 
vehicles and buses is organised on a company 
business basis to which the State may sometimes 
pay a supporting subsidy. Such firms, if they are 
to operate effectively, must be in possession of 
a great deal of information, some of which they 
may be willing to give to the research investigator. 


USING THE INFORMATION WE ALREADY HAVE 


Collecting information is costly even if it is the gov- 
ernment or some other authority that collects it. Making 
good use of information is therefore important. Everyone 
agrees that making plans and decisions without good infor- 
mation is very risky and leads to unworkable plans and 


incorrect decisions. 


How easy is it to use information ? Sometimes it is 
extremely simple and sometimes it is impossible to make 
use of it. Effective use of information requires that we can : 


(i) influence the health condition or affect the social 
and environmental conditions; 


(ii) make acceptable the changes and modifications pro- 
posed to those most concerned, whether they are 
administrators and planners, or the community as a 
whole or individual persons; 


(iii) obtain the resources needed to change and improve 


conditions. 


A few practical examples will illustrate these points. 
There is ample information that t high blood pressure increases 


the patient’s risk of hav- 
ing a stroke or develop- 
ing coronary problems. 
With modern drugs, high 
blood pressure can often 
be lowered and kept 
stable. This is a case 
where knowledge of the 
effect of selected drugs 
on blood pressure can 


i possible u 


2 


=W 


Be Cniinidn faults . 


(i) failing to recognise a 
problem 


(ii) having relevant informa- 
tion but not acting on it 


(iii) failing to act as quickly 
and as effectively as 
] 


<n 


be put to good use. However, discovering all or even most 
cases of early high blood pressure is difficult. Some author- 
ities have suggested screening for blood pressure but this 
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Sixth Speaker : Dr. Chan Yip 


Subject : Use What You Know ! 


Dr. Chan Yip explained that when Dr. Ashma had 
invited him to the Survey Workshop he had asked about the 


_ topics (subjects) of the other speakers. He realised then that 


they were all talking about the information they required 
to do their own surveys, the extent to which they were 
successful in finding it and the methods they had used in 
getting the information. Dr. Chan Yip felt that as all these 
speakers were concentrating on (emphasising) this aspect, 
he would like to talk about using such information as we 
already have and for which we do not need to search. 


Often, Dr. Chan Yip felt, we fail to make use of valuable 
information already in our possession. He himself had been > 
to blame for not helping a community sooner just because he 
had not thought enough about the information he already 
had. This concerned a remote villge in which he had just then 
established a very small Treatment Centre with a community 
health worker whom he was training and supervising. He had 
noticed the children seemed rather small and were somewhat 
uncomfortable looking; they seemed to scratch a lot but 
otherwise there seemed to be nothing seriously wrong with 
them. The community health worker also remarked during 
some of Dr. Chan Yip’s monthly visits that the children 
scratched a lot. For reasons he could not explain he did not 
take any steps to look into this problem which he suspected 
at the time was widespread scabies (a highly infectious skin 
disease). | 


The following month he-took a medical colleague along 
and within half an hour his friend said : ‘Why does the village 
have so much scabies?’ Dr. Chan Yip felt very guilty because 
with that single remark it was suddenly clear to him that he 
had Known; the information had been with him for several 
months, but he had not put it to good use. 
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brings other problems such as the high cost of screening 
programs, shortage of trained personnel and reluctance of 
some patients to make use of a screening service. 


It can be difficult to apply such knowledge. For example, 
the risk for many cancers increases with age. However, age is 


not a treatable condition; wwe ~y 
° ° ~ aS) : : a 
it is not something any- * Action in the form of : % 
one can control. Hence, (i) arranging treatment 


only indirect use can be 

made of knowledge that 
age is associated with (iii) starting a health educa- 

most cancer risks. Forex- 4 tion program N 

y : S 

ample, certain age groups —“- =o 
can be examined more regularly and more carefully for early 

signs of malignancy. © 


(ii) organising prevention 


As a further illustration, much information is available 
about the deleterious (bad) effects of smoking. Foremost 
amongst the ill-effects are greatly increaséd risks of develop- 
ing lung cancer and bronchial problems, but there are many 
Other effects beside these. This is all well known. Why then is 
this information not applied (made use of) and smoking 
prevented by banning tocacco cultivation or imposing other 
legal restriction ? There 
are many reasons for this. 
At the individual smoker’s 
level, he may not be 
willing to give up smok- 


= Pipe, 
* Example of incomplete utili- 4 
sation (use) of information: 


ing. At the community used to plan a survey and to 

level, there may also be design survey question 

opposition, possibly from but not | 

shopkeepers fearing some used for immediate communi- 

loss of trade and from y *y action ‘ 
Kirn =k 


tobacco industry workers 
whose jobs might disappear. There may even be fiscal (tax) 
objections to a complete ban on smoking in situations where 
the tax on tobacco contributes a significan’ fraction to the 
government’s budget (income). 


ie 
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That same week he arranged for supplies of ointment to 
be sent. He himself conducted a ‘skin clinic’ for a few days 
in the village and instructed the community health worker 
what to look for and how to treat it. A more persistent (long 
lasting) problem was how to control reinfection. This was 
being tackled by talks to the mothers on hygiene and other 
measures they could carry out in the home. The village’s 
‘health education’ program was reducing the number of 
cases of scabies and this had resulted in the Treatment 
Centre becoming more popular and being used more widely. 
It was a good example of a little information, properly 
applied, bringing large benefits to a community. 


With a very gentle and kindly smile Dr. Chan Yip 
asked Dr. Ashma whether, having admitted to being at 


fault himself in not using information properly, he would 


now be permitted to ask some of the other speakers if 
they too might sometimes make similar mistakes. 


Dr. Chan Yip reminded Dr. Ashma that he had very 
early in his investigation become aware that poor roads and 
poor transport were delaying patients coming to his Health 
Centre. Dr. Chan Yip appreciated that Dr. Ashma had to 
produce reliable data and proper evidence and also had to 
measure the extent of the problem before he could hope to 
influence the District and Provincial Authorities to act. 
Nevertheless, even without full information, once he realised 
roads and transport were such a serious problem, could 
Dr. Ashma not have persuaded the village elders to act more 
quickly on their own stretch of road? Dr. Ashma smiled in 
reply and nodded his head in agreement, saying that he 
could have done more on the incomplete, but reliable, infor- 
mation his patients had already given him. 
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The answer to such problems is even more information, 
effectively used and applied. As an example, if smokers are re- 
luctant to give up smoking, we need to know more about the 
effectiveness of anti-smoking health education programmes. 


We need to know more 
about whether an_ in- 
crease in the price of 
cigarettes will result in a 
worth-while reduction of 
smoking, and we need to 
know the effect on jobs 
and tax returns if smok- 
ing were prohibited. Even 
prohibition is not always 
effective as it may en- 
courage smuggling or 
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Example of : 

(i) a simple indicator high- 
lighting (making clear) a 
problem 
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(ii) failure to act quickly on 
the problem revealed 
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other methods of meeting the craving (strong desire) of 
smokers. Information from other countries can often provide 


worth-while guidelines. 
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Should limited action be taken 
on available information 


OR 


should action be delayed until 

sufficient information is col- 

lected to plan comprehensive 
5 action ? 
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Dr. Chan Yip then took up the question of Dr. Singh’s 
school performance survey in which he was very interested 
because in his country similar problems existed. The literate 
population could and did help their children and by contrast 
children of illiterate parents were at a disadvantage. In his 
country too, many parents thought the education of girls 
was of lesser importance. This was shown early in Dr. Singh’s 
survey when his study of school registers showed that only 
half the number of girls attended compared with boys. 
Could there be a better and simpler indicator than that? 
Had Dr. Singh started any education classes for illiterate — 
parents or given his support for others to do so? Had anyone — 
visited the town or arranged for discussions on the impor- 
tance of education for girls? These were actions that could 
be taken even without full information: the little infor- 
mation already known was sufficient to make these decisions 
and to take some action. 


As a final example, Dr. Chan Yip wondered whether 
Dr. Tamburi was right in not initiating (starting) some action 
after reading the student thesis about 16 beggars, cripples and 
old men who were without a home. Dr. Tamburi was quite 
right in thinking this was only the extreme tip (end) of a 
larger problem of support for the needy about which Dr. 
Tamburi’s survey would collect more information. Even on 
the present information a start could have been made to 
organise some support, work or shelter for these 16 extreme 
cases. 


At this Dr. Tamburi got up and disagreed with Dr. Chan 
Yip. Dr. Tamburi felt it could sometimes lead to expensive 
and ineffective (wasteful) action to proceed on incomplete 
information. He accepted Dr. Chan Yip’s general idea that we 
could sometimes act sooner on information. However, this 
was an instance (example) where he felt it might be wasteful 
and harmful to do so. Some beggars, old men and cripples 
might welcome and respond to support from the community 
but others would not. If the community spent its money un- 
wisely on one or two projects, it would have less resources to 
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spend on other important health, social and community prob- 
lems. He felt it better not to recommend any action until 
more was known about the problems of the elderly and 
infirm in this town. The survey would be complete in a few 
months and Dr. Tamburi would then have better information 
on which to plan support for the severely incapacitated. It 
was clear that Dr. Tamburi and Dr. Chan Yip disagreed. 


A member of the audience asked to speak. He had an 
example where it was lack of thought rather than lack of 
information that caused the damage. He came from a temper- 
ate country and nearly all its people lived at heights of 3,000 
metres or above. They had only recently introduced primary 
health care clinics in some parts of his country and only 
recently brought into use a translated copy of the medical 
history form used in the low lying part of his country, which 
was several hundred miles to the south where the climate was 
mostly hot and humid. Naturally, these forms asked ques- 
tions and left space for entering information on leprosy and 
malaria. There was also a section on family planning. All 
these items had been left in the forms for use in his part of 
the country. To make matters worse, there was no space on 
the form for entering information on diseases or conditions 


not often found in the low lying south. 


Now everyone knew health conditions, especially 
infectious diseases, were different in some respects between 
these two regions of his country. Yet no one had thought of 
changing and modifying the form for use in the temperate 
high lands. Leprosy was practically unknown in the moun- 
tains where it was also too cold and too high for the malaria 
mosquito to breed. Culturally and traditionally his part of 


the country had small families, usually two or three for a 


married couple. Therefore family planning was not an impor- 
tant problem for the highland people. This was a clear 
example of lack of thought; the available Knowledge and 
information about changed conditions and different environ- 
ments (surroundings) had not been used. 
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USING INFORMATION : 
Some Basic Questions 


1) What do I know about the health problem to be solved ? 
2) How best can I apply this information ? 


3) What additional information is needed to solve this 
health problem ? 

4) Is this additional information available somewhere ? 
(a) If yes, how can I get this information ? 


(b) If no, can a survey or special study collect this 
information in a reasonable time and at a rea- 
sonable cost ? 
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Seventh Speaker : Dr. Retlaw 


Subject : Summing up 


This had been a very good session during which the 
importance of finding and using information had been 
explored (examined). Both aspects of the problem had been 
discussed. Firstly, the session had exposed the frequent 
lack of specific information to plan studies and policies, 
and secondly, had illustrated that a lot could be done with- 
out full information. 


Health workers at all levels had to ask themselves -: 
“what do I know already and how can I use it? Am I using 
my present knowledge fully and properly?” Other ques- 
tions they should ask themselves are: “what other informa- 
tion do I need and is some of this available somewhere even 
if it is not known to me ? How can I find it 2” Finally, health 
workers needed to ask themselves that if they are unable to 
find essential information, how could they set about 
(arrange) collecting, measuring and observing, i.e. starting 
studies and surveys, to obtain this information. 


Dr. Retlaw ended by thanking the speakers and said 
he looked forward to the next session on ‘Questionnaire 
Design’. 
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